British Journal of Psychiatry (1990), 156, 109â€"111 Schneider The prevalence of Schneiderian first-rank symptoms in 75 schizophrenic in-patients was found to be 67%. The commonest were somatic passivity, thought broadcast, and thought insertion. This suggests a considerable variation in the prevalence of first-rank symptoms and their individual frequencies in different cultures. First-rank symptoms thus have inherent weaknesses.
The first-rank symptoms of Schneider remain of considerable interest with regard to their value in the diagnosis of schizophrenia (Carpenter & Strauss, 1974) . Although Schneider (1959) regarded these 11 symptoms as pathognomonic of schizophrenia in the absence of organic brain dysfunction, the validity of this claim has been questioned (Carpenter et a!, 1973) . Other studies have shown that first-rank symptoms have no prognostic implications (Hawk & Carpenter, 1975) .
The frequencies of first-rank symptoms have been found to vary with culture (Ndetei & Vadher, 1984) . Despite differences in the designs of various studies, the reported frequency of first-rank symptoms in English schizophrenic patients have remained rela lively constant (Mellor, 1970; Carpenter & Strauss, 1974) . On the other hand, some differences have been noted with African schizophrenic in-patients (Carpenter & Strauss, 1974; Ndetei & Singh, 1983; Oye Gureje & Bamgboye, 1987) .
Studies regarding prevalence of first-rank symp toms in Asian schizophrenic patients have also shown different results (Zarrouk, 1978; Carpenter & Strauss, 1974; Radha Krishan et a!, 1983; Chandrasena & Rodrige, 1979; Ahmed, 1984) , which appear to vary from one country to another.
This study investigates the prevalence of first-rank symptoms among Pakistani schizophrenics admitted to a large teaching hospital in Lahore (Pakistan). The findings are compared with those available from studies conducted in other cultural groups, and the present status of first-rank symptoms as an internationally used diagnostic criterion for schizophrenia is evaluated.
Method
The subjects were patients who were admitted to the Department of Psychiatry, Mayo Hospital, Lahore, between February 1984 and September 1986 and given the diagnosis of schizophrenia. The criteria for the diagnosis were based on the Research Diagnostic Criteria (RDC) for definite schizophrenia (Spitzer et al, 1975) , and the pattern of the Present StateExamination (PSE; Wingetal, l974)was used for questioning. All the patients were seen by a qualified psychi atrist either immediately or within 48 hours of contact with thehospital. Thiswastoallow foraccurateassessmentofsymp toms before they had been substantiallymodifiedbytreatment.
The first-rank symptoms were elicited on the basis of Mellor's(1970) definition.Beforefinalinclusionin the study each patient was examined by a second psychiatrist within three days of the assessment by the first psychiatrist. Only those cases were selected where both psychiatrists were in agreement over the diagnosis (based on Spitzer's criteria) and the presence of first-rank symptoms. Before starting the main study, the interviewers (SBM and MA) held 15 independent pilot interviews with the same patients. There was high inter-rater reliability.
Resufts
The sample comprised 75 patients (43 males, 32 females, age range 15â€"60 years, mean 29.8, standard deviation 10.87). One or more first-rank symptoms were present in 26 males and 24 females, and 25 patients had no first-rank symptoms.
The commonest first-rank symptoms were somatic passivity (6601o), thought broadcast (46%), and thought insertion (42%). Audible thoughts and â€˜¿ made affect! impulse' were least common. The distribution of individual first-rank symptoms in this study and a comparison with other studies is shown in Table I .
Discussion
Considerable variation has been found in the prevalence of first-rank symptoms. ICD-9, Feighner's (Feigimer eta!, 1972) and Research Diagnostic Criteria were used respectively, while Ndetei & Vadher (1984) used the CATEGO diagnosis of schizophrenia (Wing et a!, 1974) , and the diagnostic criteria employed in the Saudi Arabian study (Zarrouk, 1978) were vague and ill defined.
Different methods of eliciting first-rank symptoms may be another reason for the disparities found. Schneider (1959) stated that the phenomenological method described by Karl Jaspers should be used to elicit and identify the first-rank symptoms, but Mellor (1982) pointed out that practitioners of this method require rigorous training before applying them. While some of the studies used the PSE style of questioning to elicit first-rank symptoms, Ndetei & Vadher (1984) used the syndrome check-list and their findings were based on a retrospective case-note study.
As regards individual first-rank symptoms, there was a marked disparity in the frequencies reported in populations with different cultural backgrounds (Mellor, 1970; Radha Krishan et a!, 1983; Ahmed, 1984; Oye Gureje & Bamgboye, 1987) . In our study, somatic passivity, thought broadcast, and thought insertion occurred with the greatest frequency. Somatic passivity was close to that seen in Saudi Arabia, but far in excess of that seen in the UK and Karachi studies. This high frequency of somatic passivity is not surprising. â€˜¿ Possession states' , in which a person believes that he/she is possessed by an alien force, are common in traditional societies and are not always considered abnormal by members of such societies who often share the same sub cultural belief, although Leff (1977) has pointed out that claims by possessed subjects that they are controlled by an alien spirit would fulfil Schneider's criteria for delusions of control. This difficulty is frequently encountered in developing countries where subcultural beliefs are difficult to distinguish from delusions of control. Many patients in our cultural setting report being possessed by the â€˜¿ finn' and the family share this belief, seeking psychiatric help only when all efforts by the traditional and religious healers have failed to â€˜¿ expel' the finn. Being controlled and influenced by â€˜¿ pirs' (spiritual guides) is another common belief and here the family not only shares the belief but, at times, also encourages it as a symbol of spiritual elevation for the patient.
A sense of passivity also prevails at a different level among this population. A belief that all that happens has already been laid out (â€˜Kismet'), and man is but a passive individual who has little will of his own, is common. These beliefs probably stem from Moslem religiousteachings.
With such widely prevalent beliefs relating to the concept of â€˜¿ passivity' and being strongly held by the healthy population, we suggest that the increased frequency of somatic passivity in our study reflects the pathoplastic effect of this culture.
The finding that passivity phenomena in the form of â€˜¿ made impulses', affect, and volition are uncommon when compared with somatic passivity is difficult to explain, although may simply reflect the increased tendency towards somatisation of psychiatric symptoms. Our fmding of somatic passivity being far in excess of that reported from Karachi is interesting although not surprising when the cultural backgrounds of the two populations studied are viewed closely. Although geopolitically within the same country, Karachi, PREVALENCE AND DIAGNOSTIC USE OF FIRST-RANK SYMPTOMS 800 miles south of Lahore, is a modern cosmopolitan city, where the population is a mixture of various ethnic groups each with a different language, lifestyle, and cultural background, comprising immi grants from India, Pathans, Sindhis, and Punjabis. Our study, on the other hand, comprises subjects belonging to the rural areas of the Punjab who shared the same language and cultural background. With such wide differences in the prevalence of first-rank symptoms in different cultures and the low correlation seen between the frequencies of individual first-rank symptoms across cultures, the status of first-rank symptoms as international diagnostic criteria becomes questionable. Further, they do not specify a stated minimum period of illness for confirming the diagnosis of schizophrenia. Symptoms of catatonia and thought disorder are not provided for, and there is a failure to exclude the major mood disorders. Patients with catatonic schizophrenia who are mute and where it is difficult to establish phenomenology are therefore likely to be missed out. Such presentation of schizophrenia is not uncommon in developing countries (Carpenter & Strauss, 1974; Neki, 1973) .
Despite these shortcomings, first-rank symptoms also have advantages. They have high inter-rater reliability (Brockington eta!, 1978) Psychiatry, 135, [348] [349] [350] [351] 
